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Even though Parenting Capacity Assessments (PCAs) are essential for child
protection services to support placement decisions for maltreating families,
presently no evidence-based PCA protocols are available. In this randomized
controlled trial, we tested the quality of an attachment-based PCAprotocol based
on Video-feedback Intervention to promote Positive Parenting and Sensitive Dis-
cipline (VIPP-SD). We recruited 56 parent-child dyads (Mage children = 3.48
years) in Dutch family residential clinics that conduct PCAs to support place-
ment decisions. After pretest, families were randomized to receive the Regular
Assessment Procedure (RAP) (n = 28), or an additional assessment based on
VIPP-SD (n = 28). An immediate post-test and a 10-month follow-up were con-
ducted. Multilevel models showed that therapists felt equally confident about
their recommendations regarding child placement for both groups and that they
equally oftenmodified their initial placement recommendations.Moreover, chil-
dren in the VIPP-SD group did not show fewer behavior problems and did not
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experience recurring child maltreatment less often than children in the RAP
group. Thus, we found no evidence that PCAs incorporating the VIPP-SD pro-
tocol outperformed PCAs as usual. We discuss possible explanations why in the
current study VIPP-SD did not seem to add to the quality of the RAP.
KEYWORDS
attachment-based intervention, child maltreatment, parenting capacity, placement decisions,
RCT
1 INTRODUCTION
Child maltreatment constitutes a major public health con-
cern; it affects millions of children worldwide and is asso-
ciated with a broad spectrum of negative and long-lasting
developmental outcomes (Gilbert et al., 2009). When child
maltreatment is suspected or substantiated in a family,
child protection services may consider out-of-home place-
ment. Essential for deciding whether or not a child should
be placed out of home are assessments of parenting capac-
ities (PCAs). Unfortunately, currently no evidence-based
methods for PCAs are available. Considering the com-
plexity of placement decisions and their impact on the
lives of children and their parents, valid PCA protocols
are needed to effectively support placement decisions. One
proposal for improved PCA protocols is that parenting
capacities should be evaluated based on parents’ response
to an evidence-based intervention (Harnett, 2007). Build-
ing on this proposal and existing theories regarding child
maltreatment and its etiology, several researchers have
suggested using an attachment-based intervention for this
purpose (Cyr & Alink, 2017; Cyr et al., 2012; Lindauer,
Bakermans-Kranenburg, Van IJzendoorn, & Schuengel,
2010). Parallel to a recent Canadian study (Cyr, Paquette,
Dubois-Comtois, & Lopez, 2015), the current randomized
controlled trial (RCT) is among the first to empirically eval-
uate whether the quality of placement decisions can be
improved by structurally evaluating parents’ response to
an attachment-based intervention.
1.1 Parenting capacity assessments
Although a number of guidelines have been developed
for PCAs (e.g., American Psychological Association, 1998;
Budd, 2001), empirical evidence on the effectiveness of
these assessments is scarce (Vischer, Grietens, Knorth, &
Mulder, 2017). In addition, several limitations of PCAs in
practice have been reported: these assessments often con-
cern only one time point, do not include observations of
parent-child interactions in the home environment, and
emphasize parents’ weaknesses more than their strengths
(Budd, 2001, 2005). In order to improve the quality of these
assessments, several researchers have suggested using a
more structured and dynamic approach (Cyr et al., 2012;
Harnett, 2007; Lindauer et al., 2010). The approach they
propose consists of structurally assessing parents’ capac-
ity to change relevant parenting behavior by evaluating
parents’ response to an evidence-based intervention. The
intervention should be conducted in a short time period,
include systematic observations of the parent-child rela-
tionship in the home setting, and focus on the strengths
of parents.
Two things should be noted with respect to the imple-
mentation of this assessment approach. First, such an
approach would be particularly valuable for cases that are
equivocal and where an initial (risk) assessment does not
demonstrate a clear picture of the child’s well-being (Har-
nett, 2007). Second, it should be emphasized that informa-
tion about parents’ response to a parenting intervention
should always be integrated with other relevant risk and
protective factors in the family and be interpreted within
this context. For instance, if improved quality of parent-
child interactions is observed, but the mother continues to
have a violent relationship with her partner, this should
also be taken into account in the PCA.
1.2 Focus on attachment-based
interventions
Based on the existing knowledge on maltreatment, par-
ents’ response to an attachment-based intervention aimed
at improving parental sensitivity would provide highly rel-
evant information for a PCA (Cyr & Alink, 2017; Cyr et al.,
2012; Lindauer et al., 2010). Parental sensitivity, which
refers to parents’ ability to notice, interpret, and respond to
child signals in an appropriate and prompt manner while
adapting to the child’s changing developmental needs
(Ainsworth, Bell, & Stayton, 1974), is universally consid-
ered as an important indicator of positive child develop-
ment (Ainsworth et al., 1974; Mesman, Van IJzendoorn, &
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Bakermans-Kranenburg, 2012) and has often been identi-
fied as relevant for PCAs (Cyr & Alink, 2017; Cyr et al.,
2012; Lindauer et al., 2010; Teti & Candelaria, 2002; Ward,
Brown, & Hyde-Dryden, 2014; White, 2005).
Several studies have shown that attachment-based inter-
ventions aimed at improving parental sensitivity have pos-
itive effects for maltreating parents, or parents at risk for
maltreatment, and their children (Bernard et al., 2012;
Moss et al., 2011; Negrao, Pereira, Soares, & Mesman,
2014; Steele, Murphy, Bonuck, Meissner, & Steele, 2019).
These studies found positive outcomes both at the level
of the parent-child relationship (i.e., increased quality of
parental sensitivity and the attachment-relationship and
less harsh discipline) and at the level of child develop-
ment (i.e., improved self-regulation skills and fewer behav-
ioral and emotional problems). Besides their focus on
improving parental sensitivity, these interventions have
in common that they are short-term, include videofeed-
back, and focus on parents’ strengths. The effectiveness of
these interventions has been strongly supported by empir-
ical evidence, which increases the informational value of
response to intervention or lack thereof (Cyr et al., 2012;
Harnett, 2007; Lindauer et al., 2010). A recent Canadian
study found that implementing a PCA protocol based on
an evidence- and attachment-based video-feedback inter-
vention enabled clinicians to better predict reoccurrences
of child maltreatment (Cyr et al., 2015). Although these
results are promising, more studies are necessary, (1) to
establish these effects more firmly, and (2) to evaluate
whether such a protocol could also be effective in other
countries with different child protection systems.
1.3 Evaluating the quality of placement
decisions
The quality of a procedure for PCAs depends on the reli-
ability and validity of subsequent placement decisions.
Relating this to the current study, the reliability of the
proposed assessment approach has been recently investi-
gated in a vignette study where we demonstrated that pro-
viding decision-makers with information about parents’
response to an attachment-based intervention can lead
to increased agreement on placement decisions (Van der
Asdonk et al., 2019). This is an important foundation for
the current study, because sufficient reliability is a prereq-
uisite for strong validity. Although validity might be a dif-
ficult construct to appropriately evaluate in this context,
improved validity of placement decisions should at least
be reflected in (a) professionals’ confidence that their rec-
ommendation regarding the child’s placement is accurate
(face validity) and (b), because the main goal of child pro-
tection services is to act in the best interest of children’s
Key findings
1. An attachment-based parenting intervention,
such as VIPP-SD, can be used to conduct
a dynamic assessment of parenting capaci-
ties in child protection cases involving young
children. This could contribute to improved
decision-making.
2. In this study, we found no credible evidence
to suggest that parenting capacity assessments
incorporating VIPP-SD outperformed parent-
ing capacity assessments as usual.
3. These findings do not prove that using VIPP-
SD for parenting capacity assessments does not
affect the quality of decision-making, but do
show that if VIPP-SD has any effect, it is likely
to be smaller than we had expected a priori and
could therefore not be detected with the cur-
rent, relatively small, sample. Which effect size
would be of clinical interest relative to the costs
involved for this procedure awaits further dis-
cussion, which should inform the design and
the size of future trials.
Relevance to the field of Infant and Early
Childhood Mental Health
This study evaluated the effectiveness of an
attachment-based parenting capacity assessment
protocol formaltreating families forwhomaplace-
ment decision was being considered. More knowl-
edge on this topic can contribute to improved
decision-making in child protection cases involv-
ing young children.
well-being, an improved quality of life for children (pre-
dictive validity).
Importantly, several longitudinal studies have shown
that reunifications of maltreated children with their par-
ents are often not stable over time and that some parents
will abuse or neglect their children again in the future
(Biehal, Sinclair, & Wade, 2015; Lutman & Farmer, 2013).
This indicates that severe parenting problems may still
exist and children’s quality of life does not always improve
following placement decisions. Moreover, mixed results
have been reported regarding children’smentalwell-being,
with some studies showing worse outcomes for children
who were reunified with their parents than for children
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who remained in out-of-home care (Biehal et al., 2015), and
other studies finding opposite results (Lloyd&Barth, 2011).
These findings do not only emphasize the complexity of
placement decisions, but also stress the need for studies
that take children’s well-being into account when evalu-
ating methods to improve the quality of decisions. There-
fore, in the current study we looked at reoccurrences of
child maltreatment and children’s emotional and behav-
ioral problems as indicators of their quality of life following
placement decisions. In addition, we looked at the sever-
ity of parenting problems for birth parents following place-
ment decisions as a proxy of children’s well-being.
1.4 Reasoning biases in
decision-making
One aspect that has been found to compromise the quality
of decision-making is related to common reasoning biases
in decision-making (Kahneman, Slovic, Slovic, & Tversky,
1982). In a study that investigated professional reasoning
in child protection reports, it was shown that profession-
als can be prone to hold on to their initial judgments about
a family, even when they are faced with new and contra-
dictory evidence (Munro, 1999). One way to prevent such
intuitive reasoningmistakesmight be to providemore con-
crete, relevant, and objective information for profession-
als to guide their decision-making. Such concrete informa-
tion may be produced by a structured, attachment-based
assessment protocol (Cyr et al., 2012; Lindauer et al., 2010),
because it informs professionals about parents’ ability to
benefit from an intervention to improve important parent-
ing skills. If this information can indeed reduce reasoning
biases in child protection cases, this should be reflected by
a higher tendency of professionals to change their initial
judgments after receiving additional information provided
by the assessment protocol.
1.5 Current study
The current RCT tested the effect of evaluating parents’
response to an attachment-based intervention on the qual-
ity of placement decisions in the Netherlands. For this pur-
pose, we developed a procedure for PCAs based on the
Video-feedback Intervention to promote Positive Parent-
ing and Sensitive Discipline (VIPP-SD; Juffer, Bakermans-
Kranenburg, & Van IJzendoorn, 2017), an assessment pro-
cedure that is similar to the protocol developed byCyr et al.
(2012). We hypothesized (1) that recommendations about
the necessity of out-of-home placement at the start of fam-
ilies’ assessment period were more often modified by ther-
apists after VIPP-SD than after the regular assessment pro-
cedure (RAP), (2) that therapists felt more confident on
their recommendations based on VIPP-SD than on their
recommendations based on the RAP, (3) that children for
whom a recommendation was based on VIPP-SD showed
fewer emotional and behavioral problems than children
for whom a recommendation was based on the RAP, and
(4), for the group of children who returned to their parents
after the assessment, that there were fewer reoccurrences
of child maltreatment in families for whom a recommen-
dation was based on VIPP-SD than in families for whom
a recommendation was based on the RAP. In addition to
these primary research questions, we exploredwhether the
evaluation of parenting capacities differed between fami-
lieswho receivedVIPP-SDand families in theRAP. Finally,
for the group of children who returned to their parents
after the assessment, we explored whether families for
whom a recommendation was made based on VIPP-SD
received less intensive parenting support, indicating less
severe parenting problems, after leaving the clinic than




Recruitment took place from May 2015 until December
2017 in four family residential clinics that are located in
different regions of the Netherlands. These clinics consti-
tute a unique setting in the Dutch child protection system
which enables highly intensive observation and treatment
of families for whom a placement decision is being consid-
ered (either in the context of an out-of-home placement or
a reunification). Families usually reside in these clinics for
24 h a day on weekdays (and, if necessary, during week-
ends) for a period of 2 to 3 months, during which they are
regularly observed by family workers and receive highly
intensive support at all levels of the family system. The
evaluation of families’ trajectory at the clinics is used as a
recommendation for the children’s court judge or involved
family guardian, depending on who referred the family to
the clinic.
For the current study, families were selected based on
the following inclusion criteria: (1) the family was referred
to the clinic for an evaluation of their parenting capacities
in the context of a decision regarding out-of-home place-
ment or reunification with their child(ren), (2) the child’s
age was between 6 months and 7 years, (3) the primary
caregiver spoke a basic level of Dutch, (4) the primary
caregiver did not have a (severe) intellectual disability that
affected his or her ability to understand the instructions
of the intervention, and (5) the primary caregiver did not
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have severe mental health problems which required acute
intervention. If a family that met our inclusion criteria
started their assessment in the clinic, one of the staff
members informed the researchers so that they could
explain the study to the families. The recruitment goal
was set on 71 families. A power analysis in G*Power 3.0
(Faul, Erdfelder, Lang, & Buchner, 2007) conducted prior
to this study indicated that for 60 randomized participants
and two-tailed significance tests at α= .05, power to detect
medium effects of f = 0.30 on primary study outcomes
would be .80. The majority of approached families (79%)
agreed to participate. We asked the primary caregiver to
participate. If there was more than one child in the family,
the youngest child between 1 and 7 years was invited to
participate. Overall, 41 families (73% of enrolled families)
completed the post-test. All families, except for those
who indicated they did not want to participate anymore
(n = 6), were approached again for follow-up. The final
follow-up sample consisted of 34 dyads (61% of the original
sample). See Figure 1 and Appendix A for a more detailed
description of the sample flow.
2.2 Sample
Fifty-six families participated in this study. About half
of the children (55%) were boys, and the children were
on average 3.48 years old (SD = 1.74). Primary caregivers
had an average age of 32.32 years (SD = 6.43) and were
primarily mothers (93%). Most parents were single par-
ents (64%). For 55% of the families, referral to the clinic
concerned assessment regarding a possible reunification
with the participating child. The families stayed in the
clinic for on average 12.09 weeks (SD = 5.49; range: 2-
28 weeks). Families who received VIPP had completed
on average 4.36 sessions (SD = 2.00; range: 0-6 sessions).
Families’ case records at the clinic were coded for type
of maltreatment that had occurred within the participat-
ing parent-child dyad prior to their admission to the clinic
based on the Modified Maltreatment Classification Sys-
tem (MMCS; English, Bangdiwalab, & Runyan, 2005). Two
trained researchers coded all available files (κ = .86 for
physical neglect, κ = .84 for emotional neglect, κ = .68 for
physical abuse, κ= .84 for emotional abuse; n= 15). For six
families, no recordings were available at the time of cod-
ing. Physical abuse had occurred in 24% of the dyads (n =
12), emotional abuse in 20% (n = 10), physical neglect in
28% (n= 13), and emotional neglect in 73% (n= 33). Sexual
abuse had occurred in one dyad. Comorbidity was found
for 26% of the dyads (n = 11). For three dyads, no maltreat-
ment could be substantiated based on the file recordings.
These numbers likely underrepresent the actual presence
Eligible families approached:
n = 71
Included: n = 56
Completed pre-test: n = 56
Randomization: n = 56
VIPP-SD
Baseline: n = 28








Baseline: n = 28








Refused to participate: n = 14
Other parent did not give permission 
for child to participate: n = 1
F IGURE 1 Flow chart of study sample throughout the RCT
of maltreatment, because available information was often
vague or incomplete.
2.3 Procedure
This research was approved by the Dutch Central Com-
mittee on Research Involving Human Subjects, the ethi-
cal review board of the Institute of Education and Child
Studies at Leiden University, and the Ethics Committee
for Legal and Criminological Research at Vrije Univer-
siteit Amsterdam. The study is registered in the Nether-
lands Trial Register (Trial NL7632). The pretest was con-
ducted as soon as was possible after the parent(s) signed
informed consent for the study and consisted of a 2-h
appointment in a lab setting at the clinic. In addition, the
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therapist responsible for the family’s recommendation on
future placement filled out a short questionnaire about the
family. After pretest, families were randomly assigned to
either VIPP-SD (n = 28) or the RAP (n = 28). Randomiza-
tion was done by one of the researchers with a computer-
generated blocked randomization sequence that was strat-
ified for the four clinics, so that for each clinic the fam-
ilies were equally divided over the two conditions. The
post-test was similar to the pretest and took place on aver-
age 9.5 weeks after pretest. Initially, we aimed to conduct
two follow-up assessments at 8 and 12 months. However,
due to practical issues making it complicated to complete
two follow-up assessments with the families (i.e., phone
numbers changed, multiple efforts required to reach par-
ents at their homes for one appointment) it was decided
to conduct only one follow-up assessment for each fam-
ily. This assessment took place approximately 10 months
after post-test (range: 8-16 months) and consisted of a 1-h
home visit during which the primary caregiver filled out
questionnaires and a semi-structured interview was con-
ducted by a trained researcher. Four participating children
lived in a foster family at the time of the follow-up assess-
ment. To contact the foster family, parental permissionwas
required, which was granted for two of these children. Fos-
ter parents were asked to fill out questionnaires through
email–preceded by a telephone appointment to provide
information on the study and to request informed consent.
After pre- and post-test, families received a gift card of 20
euros, and after follow-up they received a small gift.
2.4 Assessment of parenting capacities
2.4.1 Regular Assessment Procedure
The RAP consisted of care as usual at one of the clinics.
Although the four clinics were not completely uniform in
their treatment programs, the general structure was simi-
lar: all parents received various forms of treatment aimed
at improving family dynamics, including observations of
parent-child interactions, group sessions with other par-
ents, and individual sessions for the parent(s). Some par-
ents and children additionally received specialized ther-
apy based on their individual needs (e.g., trauma ther-
apy or emotion-regulation training). To limit similarities
with VIPP-SD, none of the families in the RAP condition
received video feedback. The standard period for family
treatments differed between the clinics (range: 8-12weeks).
In all clinics, an evaluation was conducted at the end of
the assessment period in which the therapist and involved
family workers evaluated parents’ progress during their
treatment in the clinic. This evaluation resulted in a recom-
mendation that was provided to either the involved family
guardian, social worker, or children’s court judge, depend-
ing on who had referred the family to the clinic.
To be able to use the content of this evaluation for
research purposes, we composed a structured parenting
capacity evaluation form and asked the therapists to fill
out this form for each family at the end of the family’s
assessment period. This form consists of 15 items on a
six-point Likert-scale, of which five items concern general
aspects of the therapeutic relationship and parents’ atti-
tude during the intervention (e.g., Was the parent open to
change his/her behavior?), and ten items concern changes
in parents’ behavior following the intervention (e.g., The
parent shows progress in adequately responding to negative
child signals, such as crying and resistant or naughty behav-
ior). The internal consistency of the assessment form was
high (α for all 15 items = .93). In each clinic, there was
one therapist (with a Master degree) who was responsible
for families’ recommendations. The family workers gener-
ally had a Bachelor degree and worked directly with the
families.
2.4.2 VIPP-SD
We slightly adapted VIPP-SD by adding an explicit evalua-
tion of parenting capacities at the end of the intervention.
Thus, VIPP-SD in this study consisted of (1) an interven-
tion and (2) an assessment form. For the intervention part,
eitherVIPPorVIPP-SD (Juffer, Bakermans-Kranenburg,&
Van IJzendoorn, 2008)was delivered to the family, depend-
ing on the child’s age: parents of a 6- to 12-months-old
received VIPP (n = 3) and parents of a child older than
12 months received VIPP-SD. VIPP focuses on improving
parental sensitivity through video feedback and consists
of six sessions in which the parent-child dyad is video-
taped during common, daily interactions such as play-
ing together or a meal. VIPP-SD additionally focuses on
improving sensitive discipline strategies of the parent. For
a detailed overview of VIPP(-SD), see Juffer et al. (2008).
VIPP-SD was delivered by family workers at the clinics
who were trained to be VIPP-interveners for this study.
For six parent-child dyads, a trained (assistant) researcher
provided VIPP-SD because no trained family worker was
available at that time. Each VIPP-SD trajectory was moni-
tored during supervision meetings with one of the trained
researchers. After the final session, we asked the inter-
vener to fill out the parenting capacity assessment (PCA)
form to evaluate parents’ response to VIPP-SD and to inte-
grate the assessment form in the evaluation of the family at
the end of their treatment period (as described above in the
RAP section). Finally, similar to the RAP group, we asked
the therapists to fill out an evaluation form for their rec-
ommendation regarding the child’s placement.
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2.5 Instruments
2.5.1 Recommendation regarding child
placement
At pre- and post-test, we asked the therapist to indicate the
current recommendation for this family: (a) a supervision
order, but the child can stay or be reunified with its par-
ent(s), (b) (extended) supervision order and out-of-home
placement of the child–in own network, (c)–in foster care,
(d)–in residential care, or (e) other.We dichotomized these
items into (0) no out-of-home placement versus (1) out-of-
home placement.
2.5.2 Therapists’ confidence in their
recommendation
After the therapists gave their recommendation about the
child’s placement at pre- and at post-test, we asked them to
indicate on a ten-point scale how confident they felt about
their recommendation. A higher score indicatedmore con-
fidence.
2.5.3 Children’s emotional and
behavioral problems
The preschool version of the Child Behavior Checklist
(CBCL)was used to assess children’s emotional and behav-
ioral problems (Achenbach & Rescorla, 2000). The CBCL
consisted of 100 items regarding the child’s behavior in the
past 2 months which are rated on a three-point scale (0 =
not true, 1 = somewhat or sometimes true, and 2 = very
or often true). We asked the primary caregiver to fill out
the CBCL at pre- and post-test and at the follow-up assess-
ment. For two children who lived in foster care at follow-
up, the involved foster parent filled out the CBCL. The
CBCL has been proven valid and reliable (Achenbach &
Rescorla, 2000). Sum scores for total problems (α in cur-
rent sample= .98) were used. Because of an extremely high
number of missing post-test scores for the CBCL (71% of
the forms were missing, compared to 46% for both pretest
and follow-up), we decided not to use the post-test data,
so that only CBCL scores at pretest and follow-up were
compared.
2.5.4 Recurring child maltreatment
For those children who were living with their parents at
follow-up (n = 32; 94%), we assessed whether there had
been reoccurrences of childmaltreatment in the 10months
that followed leaving the clinic. For this purpose, a trained
(assistant) researcher conducted the Maternal Maltreat-
ment Classification Interview (MMCI; Cicchetti, Toth, &
Manly, 2003) with the primary caregiver. The MMCI is a
semistructured interview during which the primary care-
giver is asked about events of child abuse and the family’s
contact with child protection services. We used the version
that was translated into Dutch by Reijman et al. (2014). We
asked the primary caregiver to answer the questions about
the 10months after they had left the clinic. TheMMCIwas
coded using theMMCS (English, Bangdiwalab, & Runyan,
2005). After coding, each family received a score reflecting
whether child maltreatment had reoccurred (1) or not (0).
Two trained (assistant) researchers double-coded all inter-
views, reliability was excellent (κ = 1.00, n = 28).
2.5.5 Intensity of parenting support at
follow-up
During the MMCI with the biological primary caregiver
at follow-up, we additionally asked about the involvement
of professional care specifically aimed at parenting since
they left the clinic. We coded their answers on a seven-
point scale, ranging from (0) no extra care (other than stan-
dard post-treatment care), to (6) parenting support is cur-
rently present more than once per week. All interviews
were independently coded by two trained coders, reliabil-
ity was high (Intraclass Correlation Coefficient [ICC], sin-
gle measures = .98, n = 26).
2.5.6 Evaluation of parenting capacities
We used the PCA form that was developed for this study
to get an indication of parents’ capacities following VIPP-
SD or RAP as evaluated by the involved therapist or VIPP-
intervener (for amore detailed description of this form, see
Procedure section of this article). Higher average scores
across the 15 items in the analyses indicated that the




Data inspection revealed that the numerical variables
approached a normal distribution after winsorizing out-
liers more than ±3.29 standard deviations from the mean.
One family could only be reached for follow-up after
23 months. For this family, we decided to still use the
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data retrieved from the MMCI (recurring maltreatment
and intensity of parenting support), as the interview
specifically aimed at the first 10 months after leaving
the clinic. CBCL scores for this family were not used,
because this construct is likely more difficult to rate
objectively in retrospect. Little’s MCAR test (Little, 1988)
showed that values were missing completely at random
(χ2 (138) = 139.97, p = .44). To follow an intent-to-treat
approach and maximize power, multilevel multiple impu-
tation (Rubin, 1987; White, Carpenter, & Horton, 2012)
was performed on the data (N = 56) in RStudio (ver-
sion 1.1.463) (RStudioTeam, 2016). See Supporting infor-
mation Appendix B for a detailed overview of imputation
procedures.
2.6.2 Main analyses
For therapists’ confidence in their recommendation and
children’s behavioral and emotional problems, three-level
linear mixed effect models accounting for repeated mea-
sures over time (level 1) and nesting of families (level 2)
within clinics (level 3) were incrementally compared using
likelihood ratio test for imputed datasets in themitml pack-
age. The final model included the fixed effects of time
(coded as 0 = pretest, 1 = post-test/follow-up), the main
effect for condition (coded as 0 = RAP, 1 = VIPP-SD), and
the interaction between time and condition. For modifica-
tions in therapists’ recommendation regarding child place-
ment, a similar model was fitted with a binomial fam-
ily structure. For recurring maltreatment, generalized lin-
ear mixed effect models accounting for nesting of fami-
lies (level 1) in clinics (level 2) were performed with the
lme4 package with a binomial family structure. We com-
pared models incrementally with likelihood ratio tests. We
explored the influence of two potential covariates: (1) time
betweenpost-test and follow-up (because of the large range
in time) and (2) children’s age (because of the relatively
broad age range in our study). However, because neither
of these covariates affected any of the results, we reported
only the most parsimonious models without covariates.
After testing our main hypotheses, we explored poten-
tial differences between VIPP-SD and RAP families in the
evaluations of their parenting capacities at post-test and
in the intensity of parenting support at follow-up. For
this purpose, we compared two linear mixed effect mod-
els accounting for the nesting of families within clinics.
Significance of model and parameter estimates was deter-
mined at α = .05. Complete case analyses yielded simi-
lar outcomes (available upon request). Odds ratios were
computed as estimates of effect sizes for dichotomous out-
come variables (i.e., modifications in therapists’ recom-
mendation regarding child placement and recurring child
maltreatment), and beta’s were used as estimates of effect
sizes for continuous outcome variables (see e.g., Lorah,
2018).
2.6.3 Equivalence tests
Weperformed equivalence tests to evaluatewhether effects
that failed to reach statistical significance were caused by
insufficient statistical power to test for the a priori expected
effect size (Lakens, 2017). For this purpose, we followed a
multilevel procedure for two one-sided tests described by
Isager (2019) for the linear mixed effect models (on com-
plete case analyses, because this procedure is not applica-
ble for multilevel imputation analyses). Lower and upper
bounds were set to the a priori established effect size for
this study (d = 0.60), which was converted to a raw effect
size for each of the analyses. Because to our knowledge,
there is presently no such procedure that is applicable
to generalized linear mixed models, we did not perform
equivalence tests for these models.
3 RESULTS
3.1 Preliminary analyses
For an overview of demographic and outcome variables
of the total sample, see Table 1. The majority of children
(88%) were living with their parent(s) at the follow-up
assessment. For 94% of the children, their living situation
at follow-up was consistent with the final recommenda-
tion the family received in the clinic. There were no dif-
ferences between the VIPP-SD and RAP groups at pretest
variables (see Table 1). Moreover, comparisons on demo-
graphic and target variables between familieswho dropped
out during the research project and families who com-
pleted the project showed that there were no significant
differences (p’s >.10). Pooled correlations between all vari-
ables of interest are displayed in Table 2.
3.2 Modifications in therapists’
recommendations regarding child
placement
For modifications in therapists’ recommendations regard-
ing child placement, the unconditional growth model
showed the best fit (see Table 3). Only the fixed effect of
time was significant and indicated that compared to pre-
test, therapists’ recommendations at post-test more often
favored that the child could stay with its parents, see
Table 1. Recommendations for VIPP-SD families were not
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Ma SDa Ma SDa Ma SDa F/χ2b
Demographic N = 56 n = 28 n = 28
Age child 3.48 1.74 3.78 1.88 3.19 1.57 1.04
Gender child (% boys) 55% 54% 57% 0.07
Age parent 32.32 6.43 33.69 7.10 31.50 7.35 0.20
Gender parent (% female) 93% 93% 93% <0.00
Number of siblings 2.52 1.39 2.44 1.67 2.61 1.09 0.26
Outcome variables at Pretest
Therapists’ recommendation
(% out-of-home placement)
50% 46% 54% 0.35
Therapists’ confidence 6.07 1.57 5.91 1.51 6.08 1.69 0.66
CBCL total 36.56 28.87 36.66 29.45 36.47 29.27 0.16




Therapists’ confidence 7.74 1.04 7.92 0.97 7.59 1.10
Evaluation of parenting capacities 4.04 0.75 3.80 0.83 4.30 0.57
Outcome variables at Follow-up n = 34 n = 16 n = 18
CBCL total 36.92 22.43 44.23 25.43 31.32 18.71
Recurring maltreatment (N) n = 9 n = 5 n = 4
Intensity of parenting support 4.02 2.22 3.15 2.26 4.56 2.07
aUnless indicated otherwise.
bChi-square tests and one-way ANOVA’s were performed to test whether there were pre-test group differences between families in the VIPP-SD and RAP condi-
tions.
TABLE 2 Pooled Pearson Correlations between study variables of interest (N = 56)
2 3 4 5 6 7 8 9 10 11 12
Pretest variables
1. Age child .12 .20 −.14 −.12 .04 −.02 −.06 −.09 .14 .19 −.04
2. Gender child1 .03 −.06 .07 −.04 .21 .01 .02 .00 −.09 −.02
3. Age parent .14 −.12 .10 .16 −.04 −.18 .27 .20 .18
4. Therapists’ recommendation2 .16 .09 .33* −.06 −.26 −.01 .11 .27
5. Therapists’ confidence .03 .32* .18 .01 −.07 −.09 .11
6. CBCL total .06 −.07 .06 .28 .05 .15
Post-test variables
7. Therapists’ recommendation2 .03 −.40* .03 −.06 .08
8. Therapists’ confidence .03 −.02 −.04 −.20
9. Evaluation of parenting capacities .01 −.05 −.04
Follow-up variables
10. CBCL total .13 .03
11. Recurring child maltreatment .06
12. Intensity of parenting support
*p < .05.
1Coded as girl = 1.
2Coded as out-of-home placement = 1.
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TABLE 3 Fixed effects of linear mixed models, dependent (binomial) variable is therapists’ recommendation regarding child placement
(N = 56)
Model 1 Model 2 Model 3 Model 4
B (SE) B (SE) OR B (SE) OR B (SE) OR
Fixed effects
(Intercept) 0.41 (0.06)* 0.69 (0.14)* 0.67 (0.15)* 0.84 (0.19)*
Time −0.19 (0.08)* 0.83 −0.19 (0.08)* 0.83 −0.30 (0.11)* 0.74
Condition 0.04 (0.12) 1.04 −0.30 (0.28) 0.74
Time*Condition 0.23 (0.16) 1.26
Variance components
Clinic level1
Family level 1.09 (0.31) 1.37 (0.36) 1.36 (0.36) 1.50 (0.44)
Change in model fit (F) 4.52* 0.14 1.76
Time: 0 = pretest, 1 = post-test; Condition: 0 = Regular Assessment Procedure, 1 = VIPP-SD.
*p < .05.
1Nesting of families within clinics could not be fitted with this model.
more often modified than recommendations for RAP fam-
ilies.
3.3 Therapists’ confidence in their
recommendation
Therapists’ confidence in their recommendation varied
more over time (ICC = .81) and between therapists (ICC
clinic level = .14) than between families (ICC = .01). The
unconditional growth model including the fixed effect
of time showed the best fit and indicated that for both
conditions, therapists felt more confident on their rec-
ommendation at post-test than at pretest (see Tables 1
and 4). The fixed effect of the interaction between time
and condition was not significant, which indicates that
therapists did not feel more confident over time about
their recommendations for VIPP-SD families than about
their recommendations for RAP families. The equiva-
lence test was significant (t (59.90 = 3.15, p <.01), indicat-
ing that the size of the effect was statistically equivalent
between the two conditions (i.e., the observed effect size
was significantly lower than the a priori expected effect
size).
3.4 Behavioral and emotional problems
Children’s behavioral and emotional problems variedmore
over time (ICC = .61) and between families (ICC = .36)
than between clinics (ICC = .03). Adding fixed effects to
the unconditional means model did not improve model
fit (see Table 4). This indicates that generally, children
did not change over time in their level of behavioral
and emotional problems. Moreover, even though children
who received a placement decision after participating in
VIPP-SD showed an increase in behavioral and emotional
problems over time whereas children who received RAP
showed a decrease over time (see Table 1), this difference
in change was not statistically significant from zero. The
equivalence test was not significant (t(51.94) = 1.08, p =
.28), which indicates that the size of the effect was not
statistically equivalent (i.e., the observed effect size was
not significantly different from the a priori expected effect
size). Thus, the effect can be considered as undetermined
because there is not enough data to draw conclusions
(Lakens, 2017).
3.5 Recurring child maltreatment
For recurring child maltreatment, the unconditional
means model showed the best fit, see Table 5. This indi-
cates that there were no differences in experienced recur-
ring child maltreatment between children in the VIPP-SD
group and children in the RAP group.
3.6 Exploratory analyses
For the evaluation of parenting capacities at post-test, the
fixed effect of condition improved model fit compared to
the empty model (F(1, 1012.76) = 5.25, p = .02; B = −0.51, β
= −.48, SE = 0.23, p = .02). The fixed effect estimate indi-
cates that on average, families in the VIPP-SD group were
evaluated as less capable than families in the RAP group
(see Table 1). The size of this effect was not statistically
equivalent (t(36.09) = −0.16, p = .87), indicating that the
observed effect size was not significantly different than the
a priori expected effect size.
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TABLE 4 Fixed effects of linear mixed models for therapists’ confidence in their recommendation and total CBCL scores (N = 56)
Model 1 Model 2 Model 3 Model 4
B (SE) B (SE) β B (SE) β B (SE) β
DV: Therapists’ confidence
Fixed effects
(Intercept) 6.94 (0.21)* 4.43 (0.48)* 4.33 (0.51)* 4.58 (0.66)*
Time 1.67 (0.29)* .73 1.67 (0.29)* .73 1.50 (0.40)* .66
Condition 0.19 (0.33) .06 −0.31 (0.98) −.16
Time*Condition 0.33 (0.59) .15
Variance components
Clinic level 0.27 (0.16) 0.30 (0.16) 0.30 (0.16) 0.29 (0.16)
Family level 0.01 (0.05) 0.51 (0.22) 0.51 (0.22) 0.51 (0.21)
Residual 1.62 (0.07) 1.27 (0.09) 1.27 (0.09) 1.28 (0.09)
Change in model fit (F) 29.43* 0.47 0.46
DV: CBCL total
Fixed effects
(Intercept) 38.17 (3.43)* 38.13 (10.00)* 35.24 (10.47)* 44.34 (13.75)*
Time 0.03 (6.06) .00 0.03 (6.06) .00 −6.04 (8.13) −.17
Condition 5.78 (6.79) .16 −12.42 (20.41) −.35
Time*Condition 12.14 (12.15) .34
Variance components
Clinic level 0.72 (1.44) 0.72 (1.44) 0.85 (1.64) 0.86 (1.64)
Family level 12.99 (3.73) 12.97 (3.79) 12.71 (4.00) 13.20 (3.58)
Residual 22.62 (2.17) 22.61 (2.26) 22.61 (2.26) 22.20 (2.07)
Change in model fit (F) 0.40 0.82 1.35
Time: 0 = pretest, 1 = post-test (for therapists’ confidence) or follow-up (for CBCL) Condition: 0 = Regular Assessment Procedure, 1 = VIPP-SD.
*p < .05.
TABLE 5 Fixed effects of generalized linear mixed models,
dependent variable is recurring child maltreatment (N = 56)
Model 1 Model 2
B (SE) B (SE) OR
Fixed effects
(Intercept) 0.35 (0.09)* 0.30 (0.12)*
Condition 0.10 (0.17) 1.11
Variance
Clinic level 0.22 (0.24) 0.23 (0.24)
Change in model fit (F) 0.32
Condition: 0 = Regular Assessment Procedure, 1 = VIPP-SD.
*p < .05.
With respect to the intensity of parenting support at
follow-up, VIPP-SD families received less intensive parent-
ing support at follow-up than RAP families (see Table 1),
although this difference was not statistically different from
zero (F(1, 255.89) = 1.88, p = .17; fixed effect for condition:
B = −1.05, β = −.33, SE = 0.75, p = .17). The size of this
effect was not statistically equivalent (t(22.11) = −0.13, p
= .90). Thus, the observed effect size was not significantly
different from the a priori expected effect size,which impli-
cates that more data would be required to draw a conclu-
sion regarding this effect.
4 DISCUSSION
PCAs are an important basis for placement decisions,
although thus far no evidence-based methods for this pur-
pose are available. This study was among the first to inves-
tigate through an RCT whether the quality of placement
decisions for maltreating families could be improved by
implementing a structured, attachment-based PCA. We
investigated this in four Dutch family residential clinics
that conducted PCAs in the context of a potential out-of-
home placement decision–a setting that is unique in the
Dutch child protection system. In addition to the RAP,
half of the families received an assessment based on VIPP-
SD, an attachment-based video-feedback intervention
(Juffer et al., 2017). We evaluated the quality of the assess-
ment procedures in terms of face validity (therapists’ con-
fidence that their recommendation regarding the child’s
placement was accurate) and predictive validity (chil-
dren’s change in well-being after a placement decision). In
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addition, we hypothesized that therapists would be more
reluctant to change their initial recommendations for fam-
ilies who received a RAP than for families who received
VIPP-SD. None of our hypotheses were confirmed in
this study: therapists did not feel more confident about
their recommendations for families whose assessment was
based on VIPP-SD, neither did they modify their initial
recommendations more often for families who received
an assessment based on VIPP-SD than for families who
received the RAP. Moreover, children in families who
received an assessment based on VIPP-SD did not dif-
fer from children in families who received the RAP with
respect to (a) their level of problem behavior and (b) their
chance of experiencing recurring child maltreatment in
the 10 months following the placement decision.
To evaluate whether the absence of statistically signif-
icant findings in this study could be attributed to power
issues, we performed equivalence tests (Lakens, 2017). For
therapists’ confidence in their placement recommenda-
tions, the equivalence test showed that the observed effect
size was smaller than our a priori established effect size
of d = 0.60. Although equivalence tests could not be per-
formed for all main analyses, the observed effect sizes for
both modifications in therapists’ recommendations (OR=
1.26) and recurring child maltreatment (OR = 1.11) were
also quite small. Therefore, these findings do not prove
that using VIPP-SD for PCA does not affect the quality of
decision-making, but do suggest that if VIPP-SD has any
effect, it is likely to be smaller thanwehad expected a priori
and could therefore not be detected with the current, rel-
atively small, sample. For instance, our a priori expected
effect size of d = 0.60 might have been rather optimistic
for this study. It could be argued that in the context of
out-of-home placement decisions, smaller effect sizes can
also be considered as clinically relevant (e.g., Lakens, 2013).
Which effect size would be of clinical interest relative to
the costs involved for this procedure awaits further discus-
sion, which should inform the design and the size of future
trials.
In addition to our main hypotheses, we explored
whether there were differences between families who
received VIPP-SD and families in the regular assessment
group in the evaluation of their parenting capacities at the
end of the assessment period and in the intensity of par-
enting support they received in the 10 months following
the assessment. Although we did not find any group dif-
ferences on the latter, we were surprised to find that par-
ents who received VIPP-SD were evaluated as less capa-
ble by their interveners than parents in the RAP. Even
though this could indicate that parentswho receivedVIPP-
SD actually were less capable, the lack of other group dif-
ferences (e.g., chance of recurring child maltreatment or
intensity of parenting support at follow-up) contradicts
this interpretation. One explanation might be that the
VIPP-interveners were more conscious of the parenting
capacities that needed to improve (i.e., aspects of parenting
related to sensitivity and sensitive discipline), which may
have made them more critical evaluators of these aspects
than therapists who assessed families in the RAP. It should
be noted here that the interveners and therapists could not
be blind to families’ condition, and due to practical consid-
erations we did not conduct an initial evaluation of parent-
ing capacities. These aspects make it complicated to derive
any strong conclusions from this finding.
The absence of beneficial effects of the VIPP-SD proto-
col for PCAs in this study is unexpected, given that several
researchers have argued to use attachment-based inter-
ventions in PCAs (Cyr & Alink, 2017; Cyr et al., 2012;
Lindauer et al., 2010) and two recent randomized stud-
ies have provided initial evidence that such a procedure
can lead to a higher quality of placement decisions (Cyr
et al., 2015; Van der Asdonk et al., 2019). An explanation
for the lack of effects in the current study could be related
to the quality of the RAP in the Dutch clinics. When fam-
ilies are referred to these clinics, they are residing there
for a couple of months during which they are observed
by experienced family workers and receive various treat-
ment forms adapted to their individual needs. Families
and family workers are thus highly involved in the treat-
ment process. It is possible that within the context of this
highly intensive program, VIPP-SD does not contribute to
clinically relevant improvements in PCAs, because ther-
apists responsible for families’ placement recommenda-
tions might already be able to form a clear picture of the
parenting capacities based on the regular intensive assess-
ment procedure. The facts that therapists generally felt
quite confident about their recommendations at post-test
and children’s living situation at follow-up was in most
cases still consistent with the therapist’s recommendation
might underscore this assumption. It should be noted that
this setting for PCAs is quite unique to the Netherlands
and therefore the results of this study cannot be directly
generalized to other countries or compared to the recent
Canadian study, where the RAP was far less intensive as it
included no more than 12 3-h home visits (Cyr et al., 2015).
4.1 Limitations
Conducting an RCT with maltreating families in this con-
text poses many challenges. The potential size for the
study sample was limited as there were, at the time this
project was conducted, only four clinics for PCAs in the
Netherlands and our focus was on a specific age range.
Even though we had a high response rate (79%), the sam-
ple was quite small. Another common problem with this
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population is a high attrition rate (e.g., Steele et al., 2019),
although we still managed to reach almost two-thirds of
the families for follow-up. Even though we used multi-
level imputation to maximize power, this procedure takes
the uncertainty of missing data into account by produc-
ing larger standard errors andmore strict significance tests
(Van Ginkel, Linting, Rippe, & van der Voort, 2019). Thus,
in designing future studies it will be important to account
for these issues.
A second limitation is related to the measurement of
therapists’ recommendations: during data inspection we
noted systematic differences in the way the initial recom-
mendation forms were filled out by the therapists. For two
therapists, 73% and 89% of the initial recommendations
favored an out-of-home placement, whereas for the other
two therapists 75% and 90% of the initial recommendations
favored that the child could stay with his/her parent(s). In
practice, therapists do not have to provide a recommenda-
tion regarding child placement at the start of a PCA; we
solely added this measure for research purposes. There-
fore, it could be that these differences were related to ther-
apists’ interpretation of the initial recommendation form.
Third, we relied on parent reports for follow-up data.
One potential problem is that the parents who were trace-
able for and open to a follow-up assessmentwere a selected
group. Although they did not differ from parents who
dropped out on demographic or target variables, it could
be that after the assessment, dropped out families expe-
rienced more problems than the families who continued
to participate. For instance, the majority of children (88%)
were living with their parents at follow-up; it could be that
there had been more out-of-home placements for dyads
who dropped out and that this biased the results. Another
drawback of the use of parent reports is related to the valid-
ity of such reports. Previous studies have shown that abu-
sive parents or parents with psychopathology tend to over-
report their children’s problem behavior (Najman et al.,
2001; Reid, Kavanagh, & Baldwin, 1987), which suggests
that they are not always reliable reporters of their chil-
dren’s actual behavior. It could be that the results of this
study would have been different if we had obtained addi-
tional access to more objective reports of children’s well-
being.
Finally, it is important to note that the PCA formweused
in this study was restricted to assessing improvements in
the parent-child relationship and parents’ general open-
ness toward treatment. We had constructed this assess-
ment form to target the most important goals of VIPP-
SD and asked therapists to integrate this assessment form
within their standard evaluation at the end of families’
trajectory at the clinics. In this evaluation, all relevant
information is integrated, including parents’ responses to
other interventions that had been provided to the family
(e.g., parents’ response to trauma intervention or emotion
regulation training) and risk and protective factors that
are present in the family. Because the different clinics do
not rely on a standardized procedure for this evaluation,
we were not able to make a structural overview of how
other factors in the family system (e.g., parents’ romantic
relationship, social network, or intellectual abilities) con-
tributed to therapists’ advice for the family.
4.2 Future directions
Even though we found no credible evidence to suggest
that the PCAs incorporating the VIPP-SD protocol outper-
formed the PCAs as usual, the a priori expected effect size
for this study might have been too optimistic and dimin-
ished our power to detect smaller effects that could still
be considered as clinically relevant. Yet, the current study
may provide important reference points for future research
in this area. First, by conducting this study we showed
that it is possible to empirically evaluate the effective-
ness of a PCA protocol in improving the quality of subse-
quent placement decisions through a randomized research
design–which, to our knowledge, has not been done pre-
viously besides by the parallel Canadian study (Cyr et al.,
2015). As we have argued previously, in future studies it
will be important to carefully consider what the smallest
effect size of interest is that would indicate clinically rele-
vant results, and setting the required sample size accord-
ingly.
A second implication is related to the unique child pro-
tection setting in which the current study was conducted:
because referral to an assessment in one of the Dutch clin-
ics is usually considered as parents’ last chance after a long
trajectory of home-based support and due to the high costs
not all families can be referred there, it would be inter-
esting to explore the effects of implementing VIPP-SD or
a similar intervention in an earlier stage. For instance, if
a family is put under supervision for suspected or sub-
stantiated child maltreatment and home-based support is
imposed on the family, the VIPP-SD assessment proto-
col might contribute to a better-informed indication of
their parenting capacities and therefore lead to better deci-
sions regarding child placement. Based on two recent stud-
ies which provided initial evidence in favor of the use of
attachment-based assessments protocols (Cyr et al., 2015;
Van der Asdonk et al., 2019), it would be worthwhile to fur-
ther investigate the effectiveness of different implementa-
tions of this approach.
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